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Abstract 
 
Three hundred-ninety-eight new mothers, from one month postpartum to one year post partum were part of this 
study. The study was conducted in Tirana. The aim of this study is to explore postpartum depression (PPD) and 
the factors that can contribute to PPD, with an emphasis on marital relationship. Edinburgh Post Natal Depression 
Scale  and  the revised version of Beck Postpartum Depression Predictors Inventory (PDPI - R) were used in this 
study to evaluate women with PPD and factors contributing to PPD. Approximately 23% of women that used the 
Edinburg Postpartum Depression Scale were found to have PPD.To evaluate the relationship between Postpartum 
Depression and marital relationship is used Pearson correlation. Postpartum depression and marital relationship 
were negatively moderately correlated at a significant level. 
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1. Introduction 
 
Having a child is a time of biological, psychological, and social change in a woman’s life. These changes can 
contribute to personal growth and happiness, but they may also predispose women to emotional distress. The 
postpartum period represents one of the most important life stages in which the accurate detection and 
treatment of psychological distress is required. It involves changes in relationships between couples and 
within families, and is commonly a cause of additional stress.  
 
1.1 Postpartum Depression 
 
Postpartum Depression (PPD) is a depression episode that begins within 6 months after birth and matches 
the criteria of DSM - IV for major depression without psychotic consequences (APA, 1994). The prevalence of 
PPD is about 8-35% depending on the method used for evaluation (Milgrom et al., 2006). PPD occurs when 
there is an increase in demands on a new mother due to the child development. 
Characteristic symptoms of PPD are similar to those of major depression, including sadness, despair, 
anxiety, compulsive thoughts, and appetite and sleep disturbances. Furthermore, a new mother may have 
thoughts of harming herself and/or her infant ( Centers for Disease Control and Prevention 2010). In addition 
to directly affecting a new mother’s mental health, PPD can interfere with a mother’s ability to recognize and 
respond to the needs of her infant, increasing the risk for infant delays in development and behavioral 
problems in childhood (Horowitz and Goodman 2005). Consequently, PPD is considered a major form of 
depression that requires treatment and identifying women who may be at an increased risk for developing 
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postpartum depression is crucial. Lack of diagnosis of PPD can affect the mother, her child, family, and 
society through social dysfunction, illness, and death or treatment costs. (Mrazek & Haggarty, 1994) 
 
1.2 Marital relationship and marital satisfaction  
 
Several well designed studies (Braverman & Roux, 1978; Kumar et al., 1984) have reported an increased risk 
of postpartum depression in women who experience marital problems during pregnancy. Hopkins et al.(1987) 
however failed to confirm this finding. Women with postpartum depression perceived their husbands to be less 
supportive than women who were not depressed, but these differences were apparent only postpartum and 
not during pregnancy (O'Hara, 1986; O'Hara et al., 1983). 
Beck, O’Hara and Swain assessed marital relationship in meta analyses. Beck (2001) included 14 
studies comprising over 1500 subjects, while O’Hara and Swain (1996 ) included 8 studies of over 950 
subjects. 
Beck found a moderate association between poor marital relationship and postpartum depression, 
whilst O’Hara and Swain reported a small negative relationship. 
It was interesting that differing methods of assessment produced different effect sizes. Marital 
relationship assessed via interviews was not as predictive as when measured via self -report. The reason for 
this is unclear, but may relate to reluctance to discuss the nature of the relationship with an interviewer, but 
through the anonymity of a questionnaire it is easier. It could also reflect increased sensitivity within 
questionnaire measures (WHO 2003). 
Relationship satisfaction is typically highest during early marriage and tends to decrease after the birth 
of the first child (Medina & Magnuson, 2009). The transition to parenthood has been identified as the potential 
cause of a general increase in marital conflict and a decrease in marital satisfaction (Lawrence at al., 2008).  
Relationship satisfaction is particularly important to consider among postpartum parents because it influences 
positive mother and father co-parenting behaviors toward young infants and generally promotes positive 
health outcomes within relationship dyads (Robles at al., 2003). 
 
1.3 The purpose of the study  
 
The main purpose of this study was to explore postpartum depression in Tirana and the predictors of PPD 
focusing on impact of marital relationship. The results from this study will contribute to a better understanding 
of this problem. In Albania there is a lack of studies regarding postpartum depression, therefore a better 
understanding of the factors that affect women's experiences with PPD   will serve for early identification of 
symptoms and early treatment of mothers, children, and families. 
 
2. Methodology  
 
2.1 Methods  
 
Edinburgh Postnatal Depression Scale (EPDS) is used for PPD screening. EPDS is one of the best 
standardized questionnaires used to assess PPD (Cox at al. 1987). Built with 10 self reported questions, 
EPDS has shown high levels of reliability and validity.  
The revised version of Beck Postpartum Depression Predictors Inventory (PDPI- R) was used to elicit 
information on the risk factors related to PPD. The PDPI-R is an inventory that evaluates eight risk factors 
found to be significantly related to postpartum depression;  marital relationship/satisfaction is one of them  
(Beck 2001). 
 
 
 
E-ISSN 2281-4612 
ISSN 2281-3993        
Academic Journal of Interdisciplinary Studies
Published by MCSER-CEMAS-Sapienza University of Rome     
                                   Vol 2 No 4 
May 2013 
 
   
 321 
2.2 Sample 
 
A sample of 398 women was part of this study. They were all woman one month to one year post partum who 
attended primary child health centers in Tirana. 
 
2.3 Procedure and Data Collection 
 
Study conducted from July to December 2012 in primary child health centers of Tirana. Questionnaires were 
conducted in private rooms, suitable for the participants and the researcher, after the informed consent was 
taken from participants. 
 
2.4 Analysis  
 
The data was analyzed using the Statistical Package for the Social Sciences (SPSS Version 16.0 for 
Windows). The data collected through the questionnaire was subject to descriptive statistics. 
 
3. Results 
 
Most of the interviewed mothers were 21 – 30 years old (60 %), and 99% of them were married. Fifty – six 
percent had their first child and 48% had a university degree. Twenty-seven percent (n = 109) reported that 
the pregnancy was unplanned and only 7% indicated the pregnancy was unwanted (n = 29).  After delivery 
17% of the mothers reported health complications for themselves and 8.3% reported complications for their 
new born.   
Table 1 indicates that approximately 23% of sampled women had results indicating PPD. This data was 
collected using the EPDS. In this study EPDS was found to be highly reliable (10 items; Į= .84). 
However, a clinical diagnosis is necessary for a clearer assessment of PPD. 
 
Table 1: Postpartum Depression 
 
Postpartum Depression 
  
Frequency Percent Valid Percent Cumulative Percent 
Valid No Depression 305 76,6 76,6 76,6 
Depression 93 23,4 23,4 100,0 
Total 398 100,0 100,0  
 
 
To evaluate the relationship between Postpartum Depression and marital relationship is used Pearson 
correlation.  As it is seen in Table 2, Post partum depression and marital relationship were negatively 
moderately correlated at a significant level;    r (397) = -.36, P< .01.  
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Table 2: Postpartum Depression and Marital Relationship correlation 
 
Correlations 
  
DPP  Marital Relationship 
DPP  Pearson Correlation 1 -,363** 
Sig. (2-tailed)  ,000 
N 398 397 
Marital Relationship Pearson Correlation -,363** 1 
Sig. (2-tailed) ,000  
N 397 397 
**. Correlation is significant at the 0.01 level (2-tailed). 
 
The relationship between PPD and recently stressful life events was evaluated. Study participants selected 
one or more of these stressful life events: Financial problems, marital problems, death in family, serious illness 
in the family, moving, unemployment and job change. 
One of the most stressful life events selected by the participants was financial problems, but results 
indicate that PPD has a strong relationship with marital problems.   
 
4. Discussion 
  
The postpartum period represents one of the most important life stages in which the accurate detection and 
treatment of psychological distress is required. This study offers important information about PPD and how 
marital relationship may affect it. 
According to Milgrom et al.  the prevalence of PPD is about 8-35% depending on the method used for 
evaluation (Milgrom et al., 2006).  In the present study 23% of new mothers had signs of PPD. Results 
indicate a high prevalence of postpartum depression in Tirana. The lack of studies related to PPD in Albania 
makes it difficult to have a clear representation of the problem.    It should be noted that this is only a 
prediction of PPD and that a clinical diagnosis is needed for a clearer assessment. 
Beck (2001) found a moderate association between poor marital relationship and postpartum 
depression. Consistent with the findings from prior studies, the results suggest that depressed mothers have 
poorer ratings of their marital relationship and marital satisfaction. Marital problems seem to be one of the 
most stressful events relating to postpartum depression mothers. 
The study doesn’t explain if poor marital relationship cause PPD  or the PPD mother perception for her 
marital relationship is influenced by her depression. 
A limitation of this study is that fathers were not included. Without proper understanding of both parents’ 
mental and relationship health, any conclusions about how maternal relationship satisfaction changes as a 
function of PPD are limited. 
This study used PPDI-R, a 3-item measure marital satisfaction/relationship. It is possible that this brief 
assessment of mothers’ perceptions is not the best method to fully measure marital relationship.  
The current study results make us believe that the provision of adequate postpartum care is crucial in 
the identification of emotional distress. Considering the high prevalence of PPD during the mothers' 
postpartum period, these kinds of studies are crucial for early identification of symptoms and early treatment 
of mothers, children, and families. 
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